A 35-year-old man, previously well, presented to our emergency department with a sudden onset of breathlessness following a bout of coughing. He was found to be tachypnoeic (respiratory rate 46/minute) with an oxygen saturation of 82% while breathing oxygen through a facemask at 15 l/minute. on auscultation, breath sounds were absent on the right side of the chest. His pulse rate was 135/minute and blood pressure 140/80 mmHg. Considering the possibility of a tension pneumothorax, a chest tube was inserted through the fourth right intercostal space anterior to the mid axillary line. However, there was no obvious 'hiss' of air escaping from the pleura at the time of insertion and no bubbling on connecting to an underwater drain. His saturation failed to improve and he remained in considerable distress. Breath sounds continued to be absent on the right side of the chest. At this point he was intubated, with propofol 120 mg and suxamethonium 75 mg. The lungs felt stiff on manual inflation with an Ambu bag and the oxygen saturation continued to be around 80% on ventilation with 100% oxygen. on suctioning the endotracheal tube, a thick brownish fluid was obtained. A chest X-ray at this time showed a large cystic lesion involving most of the right hemithorax. in addition, there were infiltrates seen on the left lower zone. With the application of 10 cm of water of positive endexpiratory pressure (PEEP), his saturation improved to above 90% and he remained haemodynamically stable. A computed tomography scan of the chest was performed, which confirmed a ruptured hydatid cyst with the ectocyst lying collapsed within the pericyst. the chest tube was seen to be lying outside thecyst cavity (Figure 1) . Another 7×5 cm cyst was also seen in the left lobe of the liver. the left lower lobe was also partly consolidated. A microscopic examination of the tracheal aspirate was performed and this showed the characteristic scolices ( Figure  2 ). in the intensive care unit, he was ventilated on BiPAP mode (Draeger Evita 2 Dura) with a peak pressure of 30 mmHg and a PEEP of 10 mmHg
CASE HiStory
A 35-year-old man, previously well, presented to our emergency department with a sudden onset of breathlessness following a bout of coughing. He was found to be tachypnoeic (respiratory rate 46/minute) with an oxygen saturation of 82% while breathing oxygen through a facemask at 15 l/minute. on auscultation, breath sounds were absent on the right side of the chest. His pulse rate was 135/minute and blood pressure 140/80 mmHg. Considering the possibility of a tension pneumothorax, a chest tube was inserted through the fourth right intercostal space anterior to the mid axillary line. However, there was no obvious 'hiss' of air escaping from the pleura at the time of insertion and no bubbling on connecting to an underwater drain. His saturation failed to improve and he remained in considerable distress. Breath sounds continued to be absent on the right side of the chest. At this point he was intubated, with propofol 120 mg and suxamethonium 75 mg. The lungs felt stiff on manual inflation with an Ambu bag and the oxygen saturation continued to be around 80% on ventilation with 100% oxygen. on suctioning the endotracheal tube, a thick brownish fluid was obtained. A chest X-ray at this time showed a large cystic lesion involving most of the right hemithorax. in addition, there were infiltrates seen on the left lower zone. With the application of 10 cm of water of positive endexpiratory pressure (PEEP), his saturation improved to above 90% and he remained haemodynamically stable. A computed tomography scan of the chest was performed, which confirmed a ruptured hydatid cyst with the ectocyst lying collapsed within the pericyst. the chest tube was seen to be lying outside thecyst cavity ( Figure 1 ). Another 7×5 cm cyst was also seen in the left lobe of the liver. the left lower lobe was also partly consolidated. A microscopic examination of the tracheal aspirate was performed and this showed the characteristic scolices ( Figure  2 ). in the intensive care unit, he was ventilated on BiPAP mode (Draeger Evita 2 Dura) with a peak pressure of 30 mmHg and a PEEP of 10 mmHg 
SUMMAry
We report a 35-year-old man who presented to us with features suggestive of a tension pneumothorax. However, insertion of a chest tube did not result in any signs of improvement. Further investigation demonstrated that he had a ruptured hydatid cyst. He underwent an emergency thoractomy and excision of the cyst. Ruptured hydatid cyst should be considered as a possibility in patients who present with sudden onset respiratory distress and hypoxia in geographical areas where the disease may be prevalent. at a rate of 20 /min. With these settings, he generated an expired tidal volume of 350 to 400 ml. His oxygen saturation continued to improve. Arterial blood gases showed a Po 2 of 108 mmHg on Fio 2 of 0.6 with normal pH and PCo 2 . We reintubated him with a 35 Fr left-sided double-lumen endobroncheal tube to prevent further spillage of cyst contents into the left lung.
After a few hours of stabilisation, our patient underwent a right thoractomy. the right upper and middle lobes were found to be completely collapsed due to compression by the cyst. the cyst was excised and the cavity flushed with hypertonic saline. Bronchial communications into the cyst cavity were closed and the cyst cavity obliterated by purse-string sutures (capitonage). Postoperatively, an 8.0 sized endotracheal tube was substituted for the doublelumen tube and he was continued on mechanical ventilation. With his ventilatory parameters and gas exchange continuing to improve, he was extubated the following morning. He was also commenced on albendazole 800 mg per day. Later in the postoperative period he developed a loculated right pleural collection which was drained under computed tomography guidance. He was discharged home after two weeks and was doing well on follow-up three months later.
the patient provided written consent for the publication of this case report.
DiSCUSSioN
Hydatid disease is caused by the parasite Echinococcus granulosus or Echinococcus alveolarus. it is prevalent in certain geographic locations, including the Mediterranean, Australia and New Zealand, South and Central America, the Middle East, india and China 1 . Consumption of raw vegetables contaminated with the cysts of echinocococcus could be a source of infestation 2 . the liver is the most common site of hydatid cysts, followed by the lung. Both liver and lung are involved in 5 to 13% of cases 3 . Cysts can also occur in the pericardium, kidneys, bone and brain 4 . Hydatid cysts of the lung can remain silent for many years until they become sufficiently large to cause symptoms 5 . ruptured hydatid cysts can present with cough productive of fetid sputum or membrane expectoration 6 . Severe anaphylactic reactions can also follow cyst rupture 7 . Hydatid cyst rupture can also present as tension pneumothorax 8 . our patient, who was previously fit and well, presented to us with severe respiratory distress and hypoxia following a bout of coughing, which suggested a tension pneumothorax. However, no escape of air was noticed on chest tube insertion and there was no bubbling on connection to an underwater drain. Besides, he remained persistently hypoxic and difficult to ventilate which suggested an alternative diagnosis. The initial chest X-ray prompted a cyst; an X-ray performed later showed the characteristic 'water lily' appearance ( Figure 3 ) and a computed tomography scan confirmed the diagnosis of a ruptured hydatid cyst. our patient improved on mechanical ventilation with PEEP. the latter probably resulted in improved gas exchange by recruiting collapsed alveoli on the opposite side into which the cyst contents had clearly spilled.
Morphologically, the hydatid cyst consists of three layers. the outer membrane or the pericyst is produced by the host tissue as a reaction to the parasite. Within the pericyst lies the external layer of the cyst itself (ectocyst) and the inner germinative membrane or the endocyst. The cyst is filled with fluid and may contain several daughter cysts.
We placed a chest tube before a chest X-ray could be performed, considering the strong possibility of a tension pneumothorax; besides, our patient had become severely hypoxic by this time. it was fortuitous that the tube was not placed within the cyst, as this may have resulted in a large air leak with positive pressure ventilation from bronchial communications and could have resulted in disastrous consequences. in retrospect, if we had had time to do a chest X-ray, we would probably not have inserted a chest tube as a cyst-like lesion could clearly be made out and no collapsed lung border was visible.
our patient needed stabilisation with mechanical ventilation and PEEP to optimise his gas exchange before he was operated on. Early surgery under optimal conditions is recommended for ruptured hydatid cysts, while late surgery has been associated with poor outcomes 6 . Surgical management involves excision of the cyst with extirpation of the cavity while conserving lung tissue as much as possible 9 . Uncomplicated cysts may be treated by aspiration, injection of scolicidal agents such as hypertonic saline and re-aspiration (PAir -percutaneous aspiration, injection and re-aspiration) 10 . Medical treatment with albendazole may be used as adjuvant to surgical treatment, however it may not be effective on its own. A newer benzimidazole compound, oxfendazole, has been tried in animal models and may be more effective 11 .
In summary, a fit young man presented to us with sudden onset, severe breathlessness and lifethreatening hypoxia following a bout of coughing. the clinical scenario was highly suggestive of a tension pneumothorax, however, emergency chest tube insertion did not demonstrate any air and he continued to be hypoxic. Mechanical ventilation with PEEP resulted in improved gas exchange, possibly by recruiting consolidated lung on the opposite lung into which the cyst contents had spilled over. it is important to consider a ruptured hydatid cyst in a patient who presents with sudden onset breathlessness and hypoxia, and resides in a geographic area where the disease may be prevalent. insertion of a chest tube, although intuitive in such a situation, might lead to serious problems with positive pressure ventilation if the tube is placed within the cyst; large volumes of air can leak out through bronchi communicating with the cyst, rendering positive pressure ventilation ineffective. rEFErENCES
